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ABSTRACT 
 
Over the past several years, the concept of safety has become a trending practice within 
the general industry workplace. The Centers for Disease Control and Prevention [CDC] (1999) 
suggest that the collaborative endeavor of workers, unions, employers, and governmental 
agencies has led to a notable improvement of workplace safety practices. Although the growing 
propensity to improve safety in the workplace is apparent, workplace injuries and incidents still 
need to be decreased. Recognizing that workers’ safety behavior is directly influenced by 
personal experiences, organizations must develop a strategy to unify the understanding of safety 
in the workplace. When transformation of organizational safety culture is needed, Lewin’s 
Planned Change Theory is a simplistic and effective approach that can be utilized to change the 
perception of workplace safety.  
The OEHN can educate management and workers about the benefits of behavioral safety.  
To engage this audience, the OEHN must adapt to the needs of the organization and/or the 
workforce by assuming multiple professional roles, as well as utilize best nursing practices. In 
applying Lewin’s Planned Change Theory as a strategy to promote a culture of behavioral safety, 
the OEHN can influence behavioral safety variables, such as cultural norms and the level of 
management commitment, by serving as an influential force to encourage the improvement of 
workplace safety practices. 
 
Keywords: Behavioral Safety, Occupational and Environmental Health Nurse, Lewin’s Planned 
Change Theory 
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CHAPTER I 
INTRODUCTION 
 
 Over the past several years, the concept of safety has become a trending practice within 
the general industry workplace. The Centers for Disease Control and Prevention [CDC] (1999) 
suggest that the collaborative endeavor of workers, unions, employers, and governmental 
agencies has led to a notable improvement of workplace safety practices. Although the growing 
propensity to improve safety in the workplace is apparent, workplace injuries and incidents still 
need to be decreased. 
U.S. Statistics 
 The general industry workplace has been selected as the population of focus for this 
paper. The Occupational Safety and Health Administration (OSHA) “uses the term general 
industry to refer to all industries not included in agriculture, construction or maritime” (2013a, 
para 1).  The Bureau of Labor Statistics [BLS] (2012) found that “nearly three million nonfatal 
workplace injuries and illnesses were reported in 2011, resulting in an incidence rate of 3.5 cases 
per 100 equivalent full-time workers …The rate reported for 2011 was unchanged for the first 
time in a decade” (p. 1). Figure 1.1 displays the 2011 trend as described by the BLS. The 
implications of the BLS statistic report demands the need for acknowledgement of workplace 
safety and intervention.  
Prevalence of Injuries in the Workplace  
Unsafe acts are one of the most common causes of workplace accidents and as a result 
have imposed a significant impact on the U.S. economy. According to OSHA (2008), 
“workplace injuries and illnesses cost our nation’s businesses $170 billion per year in wasteful 
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FIGURE 1.1 
NONFATAL OCCUPATIONAL INJURY AND ILLNESS—PRIVATE INDUSTRY 
(2003-2011) 
 
 
Source: BLS (2012) 
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and often preventable expenses” (para 1). Consequently, employers have increased safety 
strategies in the workplace by implementing a hierarchy of control methods including 
engineering controls, administrative controls, and personal protective equipment. Use of control 
methods are an effective approach to reducing the occurrence of workplace injuries and 
incidents; yet, individual workers also play a key role in ensuring their own safety in the 
workplace. To address safety in the workplace, the overall behavior and safety practices of 
workers must also be considered.  
Significance  
Protection of the workforce goes beyond the implication of a hierarchy of controls; it also 
includes the identification of worker safety behaviors. Wirth & Sigurdsson (2008) suggest that 
“the first step in any behavioral safety process is the identification of critical safety-related 
behaviors” (p. 591).  Understanding the role that workers play is critical to the promotion of 
safety in the workplace. Reason (2000) declares that “people are viewed as free agents capable of 
choosing between safe and unsafe modes of behavior” (p. 768). Accepting that decisions are 
generally influenced by ones’ perceived reality, a worker’s choice regarding safety behavior 
must be viewed as a direct correlation with multiple factors such as workplace morale and 
presenteeism. Equally, the engagement of management is also considered an essential factor 
within an organization’s safety culture (O’Dea & Flin, 2001). Management must successfully 
develop the safety culture within an organization or be challenged with undesired outcomes such 
as decreased productivity and increased workers’ compensation claims. However, in 
“recognizing that human variability is a force to harness in averting errors, [management] works 
hard to focus that variability and are constantly preoccupied with the possibility of failure” 
(Reason, 2000, p. 768).  With an increased desire to improve workplace safety practices in a 
 
 
4 
 
manner that is also cost-effective, many organizations have enlisted the services of the 
occupational and environmental health nurse (OEHN). The OEHN can promote safety behaviors 
in the workplace by collaborating with stakeholders (i.e., workforce, management, safety 
representative, industrial hygienist, occupational health physician) and other relevant parties.  
Purpose 
The purpose of this paper is to identify the role of the General Industry OEHN in 
promoting a culture of behavioral safety. The literature will be reviewed to define relevant safety 
terminology. Current strategies utilized in the promotion of safety in the workplace will be 
analyzed and barriers will be identified improve safety practices. Finally, Lewin’s Change 
Theory will be introduced as a theoretical framework that the OEHN can use to promote a 
culture of behavioral safety.   
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CHAPTER II 
LITERATURE REVIEW 
 
There has been a growing interest regarding workplace safety. The following chapter will 
examine existing literature to delineate the factors relevant in the promotion of workplace 
behavioral safety practices.  
Definitions 
1. Safety Professional is a person engaged in the prevention of accidents, incidents, and 
events that harm people, property or the environment (Rice, 2002, p. 747). 
2. Safety Management System (SMS) is a formal top-down business-like approach to 
managing safety risk that is built on basic safety system safety principles, [including] 
management commitment to safety, proactive identification of hazards, actions taken 
to manage risks, and evaluation of safety actions (Bayuk, n.d.). 
3.  Process Safety is a disciplined framework for managing the integrity of operating 
systems and processes handling hazardous substances. It is achieved by applying 
good design principles, engineering, and operating and maintenance practices. It deals 
with prevention and control of events that have the potential to release hazardous 
materials and energy (International Association of Oil and Gas Producers [IAOGP], 
2011, p. 1). According to Plog (2002), control methods for health hazards in the work 
environment are divided into three basic categories: 
a. Engineering Controls are used to engineer out the hazard, either by initial 
design specifications or by applying methods of substitution, isolation, 
enclosure, or ventilation. 
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b. Administrative Controls are implemented to reduce employee exposures by 
scheduling reduced work times in contaminant areas. Other methods include 
employee training on hazard recognition and specific work practices that help 
reduce exposure. 
c. Personal Protective Equipment (PPE) is used when it is not feasible to render 
the working environment completely safe. PPE includes anything from gloves 
to a full body suit with self-contained breathing apparatus. This is a secondary 
control method to engineering and administrative controls and should be used 
as a last resort (pp. 29-30).  
4. Behavioral Safety, also referred to as behavior-based safety (BBS), is a scientifically-
based set of strategies designed to help workers engage in safe behaviors more 
reliably. It involves observations (usually peer-to-peer), real-time feedback, and 
recognition for improvement (Aubrey Daniels International [ADI], n.d.) 
Workplace Safety Regulations 
 Workplace safety is not a new concept. The birth of workplace safety regulations began 
in the late 1800s. With the increasing number of reported catastrophes, several states developed 
work safety and health legislation to address the concern of workplace hazards (MacLaury, 
1981). Despite the effort of the individual states, there were still many gaps and a pressing need 
for federal government involvement. In 1913, the Department of Labor (DOL) was established 
with the goal to improve working conditions by recording the statistical data of industrial 
accidents and disease (MacLaury, 1981). The information obtained from the DOL led to the 
expansion of the overall function of the department. In 1934, the Bureau of Labor Standards was 
formed to assist state governments to improve job safety and health laws. With this movement 
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came the introduction of the Social Security Act of 1935 which allowed the funding for state-run 
industrial health programs provided by the U.S. Public Health Service, and the Fair Labor 
Standards Act of 1938 which established minimum wage and abolished child labor (MacLaury, 
1981). Although the efforts of the states were sensible, there was still a grave concern 
surrounding the need to centralize workplace safety regulations throughout the nation.  
In 1970, the proposal known as the Occupational Safety and Health Administration Act 
(OSHA Act) was introduced by President Richard Nixon. The passage of the OSHA Act is 
considered the legislative turning point in workplace safety that granted the federal government 
the power to develop and enforce workplace health and safety standards (MacLaury, 1981). As a 
result of the OSHA Act, many standards and control measures were developed with focus on 
worker protection. The DOL conducts analyses of frequently cited standards. According to 
OSHA (2013c), some of the most frequently cited standards for General Industry in 2012 
included the Hazard Communication Standard, Respiratory Protection, and General 
Requirements Machines. 
To comply with OSHA developed standards, organizations began to implement injury 
and illness protection programs to reduce violation of standards. Injury and illness protection 
programs were developed to identify workplace hazards, and develop strategies to prevent and 
control hazards (OSHA, 2013b). According to OSHA, a successful injury and illness protection 
program is constructed using the following “interrelated and interdependent” components: 
 Management Leadership: Management demonstrates their commitment to improve 
safety and health, establishes goals and objectives, and provides adequate resources 
and support.  
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 Employee Participation: Management actively involves employees in the program – 
for example, identifying and reporting hazards, and investigating incidents. 
Employees are encouraged to communicate openly with management and report 
safety and health concerns.  
 Hazard Identification and Assessment: Processes and procedures are put in place to 
continually identify and assess workplace hazards and evaluate risks.  
 Hazard Prevention and Control: Processes and procedures are created and 
implemented to control workplace hazards.  
 Education and Training: All workers are educated and trained to recognize workplace 
hazards and identify the control measures needed to protect themselves and other 
workers from these hazards. In addition, all workers are trained in a language and 
manner they can understand. 
 Program Evaluation and Improvement: Processes are established to monitor the 
program performance, verify implementation, and identify deficiencies and 
opportunities for improvement. Employers take necessary actions to improve the 
program (OSHA, 2013b).  
Although the federal and state governments’ influence has been critical to the improvement of 
safety in the workplace, the report of accidents and fatalities, as seen in the statistical data 
provided by the BLS, reveals the existence of a major gap in the overall protection of the 
workforce.  
Organizational Culture and Organizational Climate 
In recognizing the gap in workplace safety, organizations began to focus on the 
organizational culture and climate surrounding safety in the workplace. According to 
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Guldenmund (2000), organizational culture and organizational climate was first popularized in 
the 1970s through 1980s. Guldenmund found that researchers were unable to clearly define the 
two terms and therefore risk becoming “virtually meaningless” (p. 216). In complicating the 
matter, the term safety culture has also been considered. Cooper (2000) eludes that “unless safety 
is the dominating characteristic of corporate culture, which it should be in high-risk industries, 
safety culture is [only] a sub-component of corporate culture” (p. 113). This notion supports the 
idea that organizational culture and climate must first be clearly defined so they can be correctly 
employed (Guldenmund, 2000). For this reason, the following definitions are most commonly 
used: 
 Organizational culture—“the sum of an organization’s beliefs, norms, values, 
mission, philosophies, [and] traditions” (Danna, 2009, p. 223). 
 Organizational climate—“the emotional state, perceptions, and feelings shared by 
members of the system” (Danna, 2009, p. 228).  
Relevance of Behavioral Safety 
 To promote a clear understanding of safety culture, the cluster of opinions would need to 
be reduced to more general concepts that could be accepted by any area of expertise. According 
to Edwards, Davey, and Armstrong (2013), three classifications of safety culture were identified 
in an attempt to dissect the broad scope of the concept. The conceptual classifications were 
labeled as normative, anthropological, and pragmatist. The focus of each classification is defined 
as follows: 
 Normative—focuses on the presence and absence of specific organizational practices, 
 Anthropological—explores the shared values, beliefs, and assumptions of members 
within an organization, and 
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 Pragmatist—views culture in terms of shared practices, safe behaviors, and safety 
outcomes (Edwards et al., 2013, p. 75).  
At the conclusion of the review, Edwards et al. proposed a Synthesized Conceptualization of 
Safety Culture (Figure 2.1). By combining these three concepts of safety culture, it allowed for a 
greater comprehension of the “collective effects of cultural and contextual factors” (Edwards et 
al., 2013, p. 78) related to safe behaviors. 
Strategies to Promote a Safety Culture 
Human Performance Tools  
The concept of safety culture has been used interchangeably among disciplines. As a 
result, many strategies were developed to promote a culture of safety. Wachter & Yorio (2013) 
viewed workers, organizations, management systems, and the environment as a unified system. 
An assumption could be made that the dysfunction of one or more of these elements would lead 
to an inoperable system; however, the appropriate operation of these elements may yield the 
output of a well-oiled machine. Wachter & Yorio implied that human error caused by workers 
may be the greatest source for system disruption. They believe that a latent organizational 
weakness is to blame for human error, whereas, only 30% of human error is directly related to 
inappropriate interactions of the individual workers with the systems and/or equipment (Wachter 
& Yorio, 2013).  
Wachter &Yorio (2013) found that “human error is provoked by a mismatch between 
human limitations and workplace conditions, including inappropriate management and 
leadership practices and organizational weaknesses that set up the conditions for performance” 
(pp. 55-56). Recognizing this, they introduced a Framework for an Event from a Human 
Performance Perspective (Figure 2.2). Several factors are involved in the occurrence of a human  
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FIGURE 2.1 
A SYNTHESIZED CONCEPTUALIZATION OF SAFETY CULTURE 
 
 
Source: Edwards et al. (2013) 
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FIGURE 2.2 
FRAMEWORK FOR AN EVENT FROM A HUMAN PERFORMANCE PERSPECTIVE 
 
 
Source: Wachter & Yorio (2013) 
  
 
 
13 
 
error event including flawed controls of the organization and error precursors (Table 2.1). 
Wachter & Yorio suggest that human errors can be reduced through the application of worker 
engagement that involves planning of activities to identify or control error precursors, 
maintaining work performance that utilizes situational awareness, and providing communication 
and feedback to workers. With this in mind, the authors found utilization of several human 
performance tools (Table 2.2) were helpful in reducing the occurrence of human errors. 
Although human performance tools are generally introduced under the direction of management, 
the focus must remain on workers who can identify unsafe conditions and precursors that could 
lead to possible human error. Workers should be equipped with situational awareness and remain 
mindful of their own vulnerabilities and limitations (Wachter & Yorio, 2013). 
Safety Culture Maturity Model (SCMM)  
In 2001, the Keil Center developed a report that illustrates use of the SCMM. The SCMM 
was created with the purpose of being utilized as a diagnostic tool. However, with limited data 
available to support its validity, the tool seems to be better used as a framework for the 
development of organizational safety culture (The Keil Center, 2001). The SCMM is comprised 
of the following 10 elements:  
1. Management commitment and visibility 
2. Communication 
3. Productivity versus safety  
4. Learning organization  
5. Safety resources 
6. Participation 
7. Shared perceptions about safety 
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TABLE 2.1 
TYPICAL ERROR PRECURSORS FOUND IN THE WORKPLACE 
 
 
Source: Wachter & Yorio (2013) 
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TABLE 2.2 
HUMAN PERFORMANCE TOOLS 
 
Human Performance Tool Summary 
Pre-task & Post-task Briefings “A tool that works especially if it engages workers 
to take ownership and if the briefings are conducted 
from a human performance perspective (e.g., 
identifying error precursors, modes of performances 
and additional tools to be used during the day/task 
to reduce the potential for active errors). These 
briefings should be applied to nonroutine and 
routine work. Considering the number and variety 
of factors involved with a specific job, many things 
can change, even with simple, repetitive tasks; 
consequently, no work should really be considered 
routine.” (p. 61) 
Self-Checkings/S-T-A-R “Most companies surveyed identified self-checking 
tools as important. These tools involve developing 
and implementing worker-based approaches such as 
S-T-A-R (Stop-Think-Act-Review). They are most 
applicable when operating in skill-based and rule-
based performance modes, and are particularly 
effective for repetitive tasks. Self-checking helps 
workers focus attention on the appropriate action, 
think about that action, understand the expected 
outcomes and verify results. This tool promotes 
situational and self-awareness.” (p. 62) 
Take-a-Minute/Jobsite Review “Jobsite review, popular for use in field locations, 
can improve workers’ situational awareness, 
especially when first arriving at a jobsite. By taking 
a minute (sometimes referred to as a 2-minute 
review or take two), workers explore the site and 
compare current conditions with prejob briefing 
information.” (p. 62) 
Stop & Seek/Stop When Unsure/ 
Pause When Unsure 
“Developing and implementing stop work criteria 
and seek help approaches/procedures are important, 
especially when workers operate in knowledge-
based modes. This tool promotes awareness of 
workers’ knowledge limitations as applied to 
dealing with specific work 
situations/deviations/uncertainties.” (p. 62) 
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Human Performance Tool Summary 
Questioning Attitude “Many high-performing organizations support 
a culture where questioning is an acceptable and 
promoted practice and value. A questioning attitude 
endorses a preference for facts over opinions and 
assumptions. It fosters thought about safety before 
actions are taken. It helps workers maintain an 
accurate understanding of work conditions at any 
given time. This tool is predicated on a stop-look-
listen mentality.” (p. 62) 
Identifying Critical Steps “Critical steps are actions that will trigger 
immediate, intolerable and irreversible harm (if that 
action or preceding action is performed 
improperly). In terms of reducing human error, if 
critical steps are identified, then workers will be 
more cautious when performing these steps and 
should be less apt to operate erroneously using 
skill-, rule- and knowledge based behaviors. This 
promotes workers’ situational awareness and 
heightens the sense of uneasiness. 
Examples of critical steps are workers entering a 
confined space or touching a rotating pump. Once 
critical steps are identified, workers can anticipate 
errors that can occur at each critical step, estimate 
their consequences, then evaluate the existence of 
controls, contingencies and stop work criteria.”  
(p. 62) 
Coaching & Observation “Coaching and observation involve managers and 
workers. Some high-performing organizations have 
on-the-floor human performance coaches. 
Integration of human performance principles can be 
promoted by coaching workers on potential 
hazards, performance modes, error traps and the use 
of other human performance tools. Through 
coaching, workers can identify minor issues before 
they become major problems. Workers can identify 
error precursors and error traps before having an 
active error or an event. Injuries can be reduced 
by providing employees with the knowledge and 
recognition skills to know when they are operating 
in a specific error trap and how to escape it using 
these various tools.” (pp. 62-63) 
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Human Performance Tool Summary 
Three-Way Communication “In three-way communication, the sender (worker) 
states the message, the receiver (probably another 
worker) acknowledges the sender and repeats the 
message in a paraphrased form, and the sender 
acknowledges the receiver’s reply. This method can 
be used to communicate changes to physical facility 
equipment during work activities via face-to-face, 
telephone or radio modes of communication. It also 
is used to ensure that critical steps (e.g., within a 
safety critical procedure) are being strictly 
followed.” (p. 63) 
Concurrent Verification/Peer Checking “Concurrent verification involves a series of actions 
by two individuals working together at the same 
time and place to separately confirm the condition 
of a component before, during and after an action, 
especially when consequences of an incorrect 
condition or action would produce great harm. 
Using this tool, the performer and verifier agree on 
the action to be taken; they separately self-check 
the action to be performed; they agree once again; 
the verifier observes the performer during 
execution; and the verifier stops the performer if 
action is incorrect.” (p. 63) 
Procedure Use, Adherence & Review “To use, follow and review a procedure, workers 
must first understand its intent and purpose. 
Workers then follow the procedure as written, step-
by-step, with mindfulness and an appraisal 
orientation. Situational awareness transforms into 
procedural awareness.” (p. 63) 
 
Source: Wachter & Yorio (2013)    
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8. Trust 
9. Industrial relations and job satisfaction 
10. Training 
The authors allude that the evolvement of these 10 elements is highly correlated with the 
maturity level of the safety culture. Application of the SCMM framework to the organizational 
culture requires evidence of the following criteria:  
1. Adequate safety management systems (SMS);  
2. Technical failures are not causing the majority of accidents;  
3. Company is compliant with health and safety laws; and 
4. Safety is not driven by the avoidance of prosecution but by the desire to prevent 
accidents (The Keil Center, 2001, pp. 3-4).  
The SCMM framework has identified five levels necessary for the achievement of safety culture 
maturity (Figure 2.3). Orderly progression through each level can be used to strengthen and 
maintain the safety culture maturity of the organization (The Keil Center, 2001).  
Safety Management System (SMS)  
Many organizations have adopted SMS as a method of reducing the actual and potential 
risks within its industry (Mearns, Kirwan, & Kennedy, 2009). Workers are integral characters 
within an organizational system. According to Mearns et al., “employees’ attitudes, perceptions, 
beliefs, awareness, and motivation” (para 2) strongly impact the function of the SMS and 
projects the workforces’ commitment to the safety culture. In acknowledging the relationship 
between the workers and workplace safety, organizations must seize the opportunity to assess the 
current efficiency of safety culture in the workplace. Mearns et al. developed the Safety Culture 
Measurement Toolkit (SCMT) to identify the key themes of a safety culture (Figure 2.4) and  
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FIGURE 2.3 
SAFETY CULTURE MATURITY MODEL 
 
 
Source: The Keil Center (2001) 
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FIGURE 2.4 
SAFETY CULTURE MEASUREMENT TOOLKIT (SCMT) 
 
ANALYSIS PROCESS 
 
 
Source: Mearns et al. (2009) 
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their significance. The SCMT was applied as a two part process. Part one consisted of a 59-item 
Safety Culture Questionnaire anonymously distributed to an organizational sample of workers. 
Part two included a series of employee-focused interviews and workshops used to “gain deeper 
insight into areas of interest identified from questionnaire responses, to provide insight into why 
these issues were thought to be important and to identify potential solutions” (Mearns et al., 
2009, para 18). At the conclusion of their study, the researchers admitted that the validity of the 
Part one questionnaire was debatable. Yet, they declared that the interviews and workshops 
proved to be beneficial to better understand the relevant processes of safety culture development. 
Mearns et al. determined that the most efficient way of maintaining a focus on organizational 
safety concerns is to regard the matter as part of a process determined element.  
Behavioral and Social Sciences (BSS) Theories and Models  
Trifiletti, Gielen, Sleet, and Hopkins (2005) conducted research on BSS theories and 
models applied as a framework for injury prevention. These theories and models are useful tools  
in the identification and manipulation of modifiable elements (Trifiletti et al.) and could be 
beneficial in the improvement of safety in the workplace. However, the researchers’ concluded 
that there was infrequent exploration of the effects of employing BSS theories and models in 
injury prevention. As a result, the investigation did not prove an advantage of utilizing BSS 
theories and models to improve injury prevention. However, the authors stated that the 
endorsement of BSS theories and models (i.e., PRECEDE PROCEED Model, Theory of 
Reasoned Action/Theory of Planned Behavior, and the Health Belief Model) was successful in 
producing desirable outcomes, thereby implying “that the use of [BSS] theory or models in 
intervention development has benefits beyond a theoretical approach” (Trifiletti et al., 2005, p. 
305).  
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Behavior Change Model   
Gellar (2005) discusses an approach to improve workplace behavioral safety by 
exercising use of the Flow of Behavior Change model. The model was used to link awareness 
with safety-related behavior through the application of four different methods of intervention—
instructional, motivational, supportive, and self-management. Gellar found that these methods of 
behavior intervention introduced to the individual what has been identified as activators 
[incentives] and consequences [rewards]. Gellar defines the intervention methods as follows: 
 Instructional method—an activator or antecedent event to get new behavior started or 
to move behavior from the automatic (habit) stage to the self-directed stage. 
Examples include education sessions, training exercises, and directive feedback. 
 Motivational method—attempt to motivate a certain target behavior by promising a 
positive consequence. The promise is the incentive and the consequence is the 
reward. 
 Supportive method—application of positive consequences to reassure and to 
encourage the individual.  
 Self-management—application of the DOIT (Define, Observe, Intervene, Test) 
process (Figure 2.5). 
 There are seven key principles of Behavior-Based Safety (BBS) that provide the 
workforce with the tools necessary for the enhancement of personal accountability related to 
occupational risks. These principles are:  
1. Focus intervention on observable behavior  
2. Look for external factors to understand and improve behavior 
3. Direct with activators and motivate with consequences  
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FIGURE 2.5 
DOIT PROCESS 
 
 
 
Source: Gellar (2005) 
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4. Focus on positive consequences to motivate behavior 
5. Apply the scientific method DOIT to improve intervention 
6. Use theory to integrate information, not to limit possibilities  
7. Design interventions with consideration of internal feelings and attitudes (Gellar, 
2005, pp. 539-551).  
Gellar believes that “each principle is broad enough to include a variety of practical operations, 
but narrow enough to instruct the development of cost-effective interventions for managing the 
human dynamics of occupational risks” (p. 540). As previously mentioned, DOIT is a scientific 
method used to improve the BBS intervention. DOIT is an objective pre/post intervention 
strategy developed to provide feedback of the individual’s behavior. The expectation is that 
individuals will utilize the tool to evaluate the safety performance of themselves and others. 
Safety Committees  
A more traditional method used to improve safety in the workplace is the use of safety 
committees. The concept of safety committees was introduced as a method of promoting the 
combined interests of management and the workforce to develop and maintain safety in the 
workplace (Liberty Mutual Group [LMG], 2008). Operation of safety committees is protected 
under the National Labor Relations Act (NLRA). According to Department of Labor [DOL] 
(n.d.), the general purpose of the NLRA is to “guarantee the right of employees to organize and 
bargain collectively with their employers, and to engage in other protected concerted activity. 
[Additionally, the NLRA also protects the workforce] from certain types of employer and union 
misconduct” (para 1). Enforcement of the NLRA Act is relevant to ensure safe operations within 
the workplace, as well as promote the stability of the organizations safety culture. The use of 
safety committees has become a popular approach in the world of safety. Although there is much 
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flexibility in the conducting of safety committee activities, research identifies the use of leading 
best practices. For instances, LMG proclaims that the use of “common goals, effective 
interactions, passion for the cause and common vision” (para 1) are crucial to the success of a 
safety committee. Furthermore, a safety committee is most appropriately represented by a 
combination of workplace representatives, including management, supervisors, and workers. 
Merging the ideas and views of multiple members will improve the level of knowledge 
surrounding a workplace safety issue, allowing for the increased probability of appropriately 
addressing the situation or concern (Texas Department of Insurance [TDI], n.d.).  
Barriers 
 Lack of Management Commitment to Safety 
From management’s perspective, the overall success of any organization is usually 
determined in evaluation of the bottom line measured in units of dollar signs. For this reason, 
management may find difficulty in contributing to behavioral safety programs because during the 
time of proposal, the final outcome to “improve worker morale, reduce incidents, and create a 
culture of safety” (TDI, n.d., para 1) is anticipation and not a guarantee. At times, this factor 
becomes a barrier to conquer in the implementation of safety proposals. Yet, obtaining the 
support of management is imperative in reducing workplace injuries and for the overall 
improvement of workplace safety culture (Williams, 2008). 
Unions 
Another hurdle in the implementation of workplace safety programs may occur in 
industries where unions exist. In a commentary written by United Steelworkers (n.d.), BBS 
programs were perceived as worthless instruments in the improvement of workplace safety. The 
union’s interpretation of a BBS program function is essentially similar to BBS advocates. For 
instance, there is agreement that the goal of any BBS program is substantial cost-benefit and 
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reduced occurrence of workplace accidents by identifying and addressing unsafe behaviors 
within the workforce (United Steelworkers, n.d.). However, the union members argue that unsafe 
behaviors are not a “prevalent root cause of accidents” (United Steelworkers, n.d., para 5). 
Instead union members believe that there are many factors to consider for increased risk of 
accidents in the workplace (Table 2.3). Unions worry that implementing a workplace safety 
program with a strong focus on individual worker safety will lead to failure to address other 
workplace hazards, thereby, leaving the problem of deficient workplace safety unresolved.  
Existing Organizational Culture 
A major benefit to an organization’s safety culture is management’s authoritative ability 
to exercise change in workplace safety practices (TDI, n.d.). The expectation in regulating 
workplace safety practices is to decrease reported workplace incidents, however, this cannot be 
accomplished without the mutual effort of the workforce.  Management’s commitment to 
workplace safety is a critical factor; however, the unobserved safety practice of the workforce is 
also a substantial component in the overall improvement of workplace safety (Heese, 2012). 
Implementation of a safety culture is not a concept that can be easily mandated by management. 
To be effective, a safety culture must be properly developed and requires constant nurturing and 
regular maintenance (UL, n.d.). The organizational climate is a personal component related to 
the employee’s perception (Bjerkan, 2010). In other words, an individual’s personal experiences 
help shape his or her views on behavioral safety. As pointed out by Bjerkan, adverse encounters 
may overshadow more favorable aspects generating an attitude of distaste and ultimately leading 
to poorer employee heath results. According to Roughton and Crutchfield (2010), “having an in-
depth understanding and knowledge of all aspects of the organization…is essential for an 
environmental, safety and health process to have a higher probability of achieving a successful 
safety culture over the long term” (para 3).  
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TABLE 2.3 
COMMON CAUSES OF WORKPLACE ACCIDENTS 
 
Accident Causes Commonly Identified By United Steelworkers (USW) Local Union Advocates 
 
Source: United Steelworkers (n.d.) 
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CHAPTER III 
THEORETICAL FRAMEWORK  
 
As indicated by previous research, the need to improve workplace behavioral safety is 
evident. To improve the safety culture of an organization, all stakeholders (i.e., management, 
workers, unions, and human resources) should be aligned in their views regarding behavioral 
safety practices. Evaluation of organizational cultures that reveal conflicting safety views need to 
consider an organizational change that promotes a cohesive cultural of behavioral safety. Burnes 
(2004b) declares that “change is a constant feature of organizational life and the ability to 
manage it is seen as a core competence of successful organizations” (p. 309). In applying the 
relevance of this statement, companies must develop a contingency process plan for the 
implementation of change within an organization. Lewin (1947), asserted that “influencing a 
population to make a change…means trying to break a well-established custom or social habit” 
(p. 32). Lewin’s notion led to the development of the Planned Change Theory (Table 3.1). This 
theory will be discussed as a Theoretical Framework in promoting a Culture of Behavioral 
Safety.  
Planned Change Theory 
The Planned Change Theory asserts that “successful change includes three aspects: 
unfreezing (if necessary) the present level, moving to the new level, and freezing group life on 
the new level” (Lewin, 1947, p. 35). In the implementation of systematic change, the stages of 
Lewin’s Planned Change Theory should be considered. 
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TABLE 3.1 
LEWIN’S PLANNED CHANGE THEORY 
 
Implementation Implications of Lewin’s Change Model 
 
Source: Spector (2007) 
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Unfreezing 
The stage known as Unfreezing is stimulated once the need for change has been 
recognized. According to Lewin (1947), “the unfreezing of the present level may involve quite 
different problems in different cases” (p. 35).  For this reason, individuals must be given 
clarification on the importance of change so that they can be motivated to participate in the 
requested action. Burnes (2004b) interpretation of this stage implies that “before old behavior 
can be discarded (unlearnt) and new behavior successfully adopted, the equilibrium needs to be 
destabilized (unfrozen)” (p. 313).  
Moving 
The second stage of Lewin’s Planned Change Theory is Moving. At this phase, the target 
population understands that there is a need for change and are ready to move to a new set of 
behaviors (Spector, 2007). In addressing the group’s willingness for transformation, there 
becomes a need to develop a strategy for movement towards a desired change. Lewin (1947) 
identified this as a “relation between motivation and action” (p. 37).   
Force Field Analysis 
Core to the Moving stage of Lewin’s Planned Change Theory is the Force Field Analysis 
(Figure 3.1). “For changing a social equilibrium, one has to consider the total field: the groups 
and subgroups involved their relations, their value systems, etc.” (Lewin, 1947, p. 32). In 
recognizing the distinct correlation, the Force Field Analysis may be viewed as a fundamental 
asset in the achievement and sustainment of the desired change (Kaminski, 2011). 
 Driving Forces:  “Forces that influence a situation, pushing in a particular direction: 
they tend to initiate a change and keep it going” (Kaminski, 2011, para 11).  
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FIGURE 3.1 
LEWIN’S FORCE FIELD ANALYSIS 
 
 
Source: Kaminski (2011) 
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 Restraining Forces: “Forces that act as restrain or decrease the driving forces—they 
make it difficult to move a change forward” (Kaminski, 2011, para 12).  
 Equilibrium: “Whenever driving forces are stronger than restraining forces, the status 
quo or equilibrium will change. Successful change is achieved by either strengthening 
the driving forces or weakening the restraining forces” (Kaminski, 2011, para 16).  
Refreezing 
Once a new set of behaviors has been established, it is important to stabilize the new 
equilibrium so that the regression of old behaviors is an unattainable action (Spector, 2007). This 
stage of Lewin’s theory is known as Refreezing. According to Lewin (1947), refreezing is “due 
to the individual’s tendency to stick to his decision…and the commitment to the group” (p. 38) 
Refreezing is an important element in the change process because it promotes the stabilization of 
behavioral changes by introducing the new equilibrium into the organizational culture (Shirey, 
2013).  
Relevance  
Recognizing that workers’ safety behavior is directly influenced by personal experiences, 
organizations must develop a strategy to unify the understanding of safety in the workplace. 
When transformation of organizational safety culture is needed, Lewin’s Planned Change Theory 
is a simplistic and effective approach that can be utilized to change the perception of workplace 
safety. The implementation of planned change may present a host of impediments; yet, the use of 
a framework provides a proactive approach that may be considered advantageous in the 
avoidance of potential complications (Mitchell, 2013).  
There are three stages to consider in the implementation of the theoretical framework—
unfreezing, moving, and refreezing. In promoting a culture of behavioral safety, successful 
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application of each stage of Lewin’s theory will require the participation of multiple players (i.e., 
management, workers, occupational health, and human resources). All these disciplines are 
essential in obtaining the desired outcome of improved behavioral safety.  
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CHAPER IV 
ROLE OF THE OCCUPATIONAL AND ENVIORNMENTAL HEALTH NURSE 
IN PROMOTING A CULTURE OF BEHAVIORAL SAFETY 
 
The American Association of Occupational Health Nurses [AAOHN] (2013) defines the 
professional role of the OEHN as: 
The specialty practice that provides for and delivers health and safety programs and 
services to workers, worker populations and community groups. The practice focuses on 
promotion and restoration of health, prevention of illness and injury, and protection from 
work-related and environmental hazards. [OEHN] have a combined knowledge of health 
and business that they blend with healthcare expertise to balance the requirement for a 
safe and healthful work environment with a healthy bottom line (para 1). 
Roles of the OEHN 
There are several professional roles that the OEHN must assume to promote a culture of 
behavioral safety, including consultant, advocate, change agent, motivator/coach, educator and 
leader. 
Consultant 
According to Roy (2013), a consultant may be defined as “anyone who provides 
professional advice or services” (p. 44). In occupational health services, the role of the consultant 
is important because it serves as a guide for the implementation of health promotion and health 
protection programs, such as improvement of behavioral safety using Lewin’s Planned Change 
Theory. The OEHN as an organizational consultant provides a visible resource to the 
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interdisciplinary team by “evaluating and developing occupational health services by 
recommending specific actions and alternatives” (Randolph, 2003, p. 95). 
Generally, consultants may operate as internal or external consultants within an 
organization. For the purpose of this paper, the use of an internal OEHN consultant will be 
considered. Some of the advantages identified with the use of an internal OEHN include 
knowledge of operation system, including organizational culture, historical factors, institutional 
politics/policy, and organizational structure. Additionally, the OEHN is familiar with 
management’s and the workforce’s responsiveness to new and existing occupational programs. 
Although there are many benefits to using the OEHN consultant, the nurse can only propose 
recommendations but not mandate them (Roy, 2013). Therefore, the OEHN consultant must 
excel in the marketing of health and safety programs, appealing not only to management but to 
the workforce as well. This is achieved through the use of effective communication skills, as 
well as “good administrative, consultative, and listening skills” (Randolph, 2003, p. 95).  
In planning and implementing phases of a health program, the OEHN consultant 
functions as an “expert or specialist, resource, and collaborator” (Roy, 2013, p. 47). According to 
Roy, elements of planning include “developing health and safety programs and developing 
management tools such as policies, procedures, protocols, and standards; [Whereas] 
implementation includes worker health and safety instruction, professional education, and 
clinical services” (Roy, 2013, p. 47). To obtain a favorable outcome, the OEHN consultant must 
remain cognizant of stakeholders’ awareness and knowledge levels throughout the planning and 
implementation phases of health and safety programs to ensure that all parties collaborate. 
Should disagreement occur, then the OEHN consultant should intervene to support and reassure 
all stakeholders. 
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Advocate 
According to Lewin’s Planned Change theory, the phase known as Unfreezing is initiated 
when an analysis of the organization’s safety culture reveals a conflict between desired safety 
behaviors and actual safety behaviors (Burnes, 2004a). As an advocate, the aim of the OEHN is 
to “promote and safeguard the well-being and interests of his/her clients by ensuring that they are 
aware of their rights and have access to information for informed decisions” (Vaarti, Leino-
Kilpi, Salantera & Suominen, 2006, p. 282). Change can only occur when the norm or undesired 
behavior has been undermined (Burnes, 2004a). The OEHN is instrumental in empowering the 
workforce and management to improve behavioral safety practices which strengthen the safety 
culture.  
Vaarti et al. assert that “the aim of nursing advocacy should be to promote patient 
empowerment instead of patient autonomy, because within empowerment there still is 
professional responsibility behind [the individual’s] choices, while within autonomy choices are 
made only by the [individual]” (p. 291). By utilizing this strategy of empowerment, the OEHN 
can remain an active supporter throughout the process of changed behavior. For example, 
managements’ efforts to implement the change process of workplace behavioral safety practices 
may lead to resistance from the workforce because the movement is viewed as a forced process 
versus a voluntary action. In applying the Planned Change Theory, the OEHN will advocate for 
behavioral safety in the workplace through the use of problem-solving, mediation, and 
communication skills. Illustration of these techniques is critical in the facilitation of 
organizational change because it promotes empowerment through stakeholder collaboration.   
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Change Agent 
While the concept of change is easy to define, it requires great effort to implement. For 
this reason, a change agent is necessary to improve behavioral safety. According to Stefancyk, 
Hancock, and Meadows (2013), there are three basic functions of a change agent—guidance, 
facilitation, and inspiration. They proclaim that guidance is needed to direct the individual on the 
expectations of his/her own personal behavior. Secondly, they find that change is sustained 
through creative thinking. This is accomplished by facilitating engagement of the workforce to 
participate in the decision making process. Thirdly, change is encouraged by inspiration. Change 
agents may best achieve this through acknowledgement of workforce participation and 
adaptation to the change process. Once the organization becomes susceptible to improvement in 
safety behaviors, then it’s time to proceed with the second phase of Lewin’s Planned Change 
Theory—Moving. 
According to Stefancyk et al. (2013), skills necessary to promote change include “ability 
to implement changes in roles based on changing department…and environment needs; 
understanding organizational behaviors—navigating change; coaching and guiding skills, 
mentoring, team dynamics; and collaborative practice” (p. 14).  Within the interdisciplinary 
team, the OEHN should be appointed as the designated change agent to promote a culture of 
behavioral safety. As a change agent, the OEHN shall support the need to disrupt the 
organizational equilibrium of undesired behaviors by amplifying the driving forces and 
weakening restraining forces (Kaminski, 2011). To promote a culture of behavioral safety, the 
OEHN change agent will need to motivate the workforce to implement safety practices. 
Examples of motivation strategies to be used by the OEHN include the providing of incentives, 
recognition, and personal challenge. For instance, the workforce shows little interest in the 
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implementation of workplace behavioral safety practices. The OEHN develops a competitive 
game within the workforce to encourage active participation of improving safety behaviors. The 
games can range from simple activities (i.e., word puzzles) to more complex acts of observation 
and reporting of safety behaviors. At the completion of the activity, the OEHN would provide 
public recognition to the winner or winners throughout the organization. The activities would be 
repeated with anticipation that the changed behavior exhibited by the workforce becomes 
permanent.  
Motivator/Coach 
As stated by Donner and Wheeler (2009), “Most people don’t need advice. They just 
need support and discipline in doing what they already know works” (p. 9). Lewin’s Planned 
Change Theory highlights that the factors to consider in the manifestation of change are the 
driving forces and restraining forces. The role of motivator/coach is pivotal to the occurrence of 
change because it upholds these elements associated with Lewin’s Force Field Analysis. The act 
of motivation or coaching is a necessary function in promoting an environment of reduced 
anxiety and fear related to the entire change process (Shirey, 2013).  
In the implementation of change, coaching strategies are only effective when participants 
are aware that modification is needed and are ready to actively participate in the change process 
(Donner & Wheeler, 2009). Therefore, it is important that the coaching method is introduced as a 
voluntary effort of the individual and not a forced tactic of management. In promoting a culture 
of behavioral safety, the OEHN must practice effective communication skills including the use 
of open-ended questions, active listening, observation, and feedback. For example, a worker is 
struggling with the validity of the organizations movement to improve workplace behavioral 
safety. Instead of simply telling the worker the goals of management, the OEHN would inquire 
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about the concerns and suggestions of the worker to improve workplace behavioral safety 
practices. The OEHN could then use the worker input to either further educate the workforce 
and/or share with management as a strategy operation. According to Donner and Wheeler, this 
form of effective communication is persuasive in stimulating individual acts and, hopefully, a 
progression towards the goal of improved safety behaviors.  
Educator 
As pointed out by Bastable (2008), the primary role of educator is not teaching but rather 
the promotion of learning by ensuring an environment suitable for learning. As an educator, the 
OEHN must be cognizant of multiple factors regarding the current status of organizational safety 
culture including safety climate of the individuals within the target audience, standpoint of 
managerial support, and urgency of the matter. The role of educator is applicable throughout the 
entire process of change. As affirmed by McGarry, Cashin, and Fowler (2012), “unfreezing does 
not of itself create change, rather, the necessary conditions to learn new behaviors” (p. 267). This 
stage of change is a period of persuasion which will require a strong, influential guide in 
obtaining the desired outcome. The educator role allows the OEHN to equip the workforce with 
the information necessary to overcome some of the potential barriers related to personal 
experiences and views. In reaching the entire workforce, the OEHN must apply many strategies 
to delivery relevant behavioral safety information, including the use of presentations, display 
boards, and computer learning resources.  The educator role of the OEHN is also responsible for 
making management aware of the cost benefits of improving behavioral safety practices. An 
example of the OEHN applying the educator role to promote a culture of behavioral safety is 
utilizing a PowerPoint presentation as a strategy to engage management. The presentation would 
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be developed to appeal to the knowledge level of the audience and it would focus on the cost-
benefit analysis of investment.   
To reshape personal views of behavioral safety, the OEHN will motivate the workforce to 
learn the desired behaviors through engagement and participation strategies. Understanding that 
an individual’s motivation is influenced by internal and external factors, the OEHN will clarify 
the source of motivation, whether it is personal attributes, environmental influences, or 
relationship systems (Richards & Digger, 2008). The function of the educator is by no means an 
easy task, especially at an organizational level; however, it is necessary for ensuring the 
occurrence and sustainably of change.  
Leader 
The OEHN has a leadership role in occupational health and safety. The OEHN has 
improved the health status of employees and documented a compelling return on investment for 
management. Because the OEHN is a centralized figure within an organization, the nurse can 
meet the needs of management and the workforce by using strategies to effectively “identify 
determinants of health and wellness, engage workers in developing healthy [and safe] behaviors, 
integrate cost-saving strategies, align health services with business goals, attain employer and 
worker buy-in, safeguard privacy rights, address legal issues, and facilitate communication and 
collaboration” (AAOHN, 2012, p. 2). The leadership role is relevant in every aspect of Lewin’s 
Planned Change Theory because it serves as a model of structure and uniformity throughout the 
entire change process. Therefore, it increases the likeness of change occurrence and stability, a 
desired outcome of the Refreezing stage. The OEHN best illustrates the role of leadership by 
leveraging stakeholders to implement change in organizational culture to promote behavioral 
safety practices in the workplace. Additionally, the OEHN will serve as constant support and 
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knowledgeable resource for guiding the change. A model of the leadership role can be seen in 
the developmental phase of the change process when management refers to the OEHN for 
guidance on use of evidence-based practice for behavioral safety program implementation.  
Certifications  
As in any profession, it is essential that the OEHN achieve and maintain a level of 
competency on best practices in continuous protection of the workforce. An acceptable method 
of professional growth and development in nursing is becoming certified and maintaining the 
certification. The OEHN may strive to obtain the certification known as the Certified 
Occupational Health Nursing Specialist (COHN-S). The COHN-S is administered by the 
American Board of Occupational Health Nurses (ABOHN). To expand knowledge in workplace 
safety, the OEHN may seek certification from the Board of Certified Safety Professionals 
(BCSP) to attain the Associate Safety Professional (ASP) and the Certified Safety Professional 
(CSP) credentials. Obtaining these credentials will show that the OEHN is a creditable safety 
professional. By maintaining these professional competencies and documented expertise, the 
OEHN is well prepared to promote the benefits of behavioral safety practices in the workplace.   
Although the OEHN is employed to fulfill specific duties, there is often an assortment of 
other functions to consider (Randolph, 2003). To engage the audience, the OEHN must adapt to 
the needs of the organization and/or the individual by assuming multiple professional roles, as 
well as utilize best practices of the nursing specialty. In applying Lewin’s Planned Change 
Theory as a strategy to promote a culture of behavioral safety, the OEHN can influence 
behavioral safety variables, such as cultural norms and the level of management commitment, by 
serving as an influential force to encourage the improvement of workplace safety practices.  
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Interdisciplinary Collaboration 
In the drive towards planned organizational change, behavioral and social sciences have 
been fundamental elements in the development of organizational practices. Although research 
indicates many theories propose a method of improving organizational safety culture, Table 4.1 
illustrates 10 key perspectives and assumptions (Spector, 2007). According to Spector, 
organizational development is in “constant interaction with its external environment and between 
its own internal elements” (p. 32) as displayed in the Congruence Model of Effectiveness (Figure 
4.1). It is important that management understands that both external and internal factors are  
essential to the function of an organization. The ten key perspectives serve as a guiding tool for 
organizational alignment of behavioral safety practices. 
A culture of behavioral safety within the organization requires the support of 
management. According to Burnes (2004a), change is dependent upon the active, willing, and 
equal participation of the entire organization. Therefore, the input of an interdisciplinary team 
(industrial hygienist, safety representative, workers, occupational health physician, human 
resources, and the OEHN) should be considered. An interdisciplinary team collaborates using the 
Teamwork Perspective as discussed in Table 4.1. Because organizational safety culture is reliant 
upon diverse organizational traits, the interdisciplinary team must be aligned in a way everyone 
works together. For group solidarity to occur, team members must attend regular meetings and 
participate in brainstorming events. The group aim should ultimately be the same message in 
promoting behavioral safety. However, it is equally important that individual members be 
autonomous in a quest to improve workplace safety behaviors. For this reason, individual roles 
must be clarified for the achievement of improved behavioral safety practices to occur. 
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TABLE 4.1 
10 DEFINING PERSPECTIVES FROM ORGANIZATION DEVELOPMENT 
 
Perspective Underlying Assumptions 
1. Systems perspective “Outstanding performance depends on interactions between 
and among the multiple elements of organization; between the 
people, processes, structure, and values of the organization; 
and between the organization and its external environment.” 
(p. 31) 
2. Alignment Perspective “The effectiveness of organizations will be determined by a 
state of congruence between people, process, structure, values, 
and environment.” (p. 31) 
3. Participation perceptive “People will become more committed to implementing 
solutions if they have been involved in the problem-solving 
process.” (p. 31) 
4. Social capital 
perspective 
“To achieve outstanding performance, organization leaders 
seek to create a network of interdependent relationships that 
provides the basis for trust, cooperation, and collective 
action.” (p. 31) 
5. Teamwork perspective “Accepting shared purpose and responsibility for 
interdependent tasks enhances coordination, commitment, and 
creativity and supports outstanding performance.” (p. 31) 
6. Multiple stakeholder 
perspective 
“Outstanding performance requires that organizational leaders 
balance the expectations of multiple stakeholders: 
shareholders, employees, customers, suppliers, host 
community, labor unions, trade associations, governments, 
etc.” (p. 31) 
7. Problem-solving 
perspective 
“Conflicts over task issues can increase the quality of 
decisions if they occur in an environment of collaboration and 
trust” (p. 31) 
8. Open communications 
perspective 
“Open and candid communication, especially upward in the 
hierarchy, creates the opportunity for learning and 
development while building trust and collaboration” (p. 31) 
9. Evolution/revolution 
perspective 
“Organizations must develop competencies to engage in both 
incremental (evolutionary) and fundamental (revolutionary) 
change” (p. 31) 
10. Process facilitation 
perspective 
“Individuals who reside outside of the organizational hierarchy 
can become both facilitators and teachers of effective 
implementation processes in partnership with organizational 
members”  (p. 31) 
 
Source: Spector (2007) 
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FIGURE 4.1 
CONGRUENCE MODEL OF EFFECTIVENESS 
 
 
Source: Spector (2007) 
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CHAPTER V 
SUMMARY AND FUTURE CONSIDERATIONS 
 
As organizations aim to improve their safety culture, they realize that the transition is not 
intuitive but requires the assistance and input from an experienced professional, such as the 
OEHN, in guiding a change process to improve overall safety practices. The occurrence of 
change must focus not only on external factors, but also the internal beliefs and views of the 
individual. In accomplishing behavioral safety changes within an organization, Lewin’s Planned 
Change Theory should be considered as a framework to effectively implement and sustain the 
change. According to Shirey (2013), “the strengths of Lewin’s Theory of Planned Change are 
that it is versatile, practical, simple to use, and easy to understand” (p. 70). Although the concept 
is a straightforward approach, it should not be taken for granted that implementation of the 
change theory is easily executed nor should it be assumed that the techniques used to encourage 
change are invariable factors (Burnes, 2004b). Therefore, in applying this theory to practice, 
OEHNs must be flexible and open to different avenues of change necessary in promoting a 
culture of behavioral safety.  
Application of safe behavioral practices is useless without a safe environment in which to 
operate. Therefore, while increasing efforts must be made to improve behavioral safety in the 
workplace, management must also recognize that the success of such a movement is only 
possible when used in conjunction with process safety. In anticipation of successful 
manifestation of the desired workplace safe behaviors, an optimistic outcome would be for the 
learned behaviors to stretch beyond the workplace environment and into the homes and 
communities. According to Hymel et al. (2011), health behaviors are not disparate.  In other 
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words, factors that occur in the “workplace can affect health and well-being at home and in the 
community, [and likewise] exposures, activities, and other elements outside the workplace can 
affect health and productivity on the job” (p. 699). For this reason, the workforce must be 
encouraged to extend their safe behaviors beyond the walls of the workplace and modify their 
home safety behaviors as well.  
Future Considerations 
 To improve workplace behavioral safety practices, the following items must be further 
investigated in support of sustainable change: 
1. Address identified gaps in behavioral safety practices. 
 Promotion of behavioral safety is a very important factor in reducing the occurrence of 
incidents in the workplace, but it is equally important to consider that there may be various 
catalysts that impede organizations from reaching their desired goal (i.e., personal attributes, 
environmental influences, or relationship systems). For this reason, management must perform 
evergreen evaluations of the entire workplace safety process and modify safety promotion 
strategies as needed. It is essential that management avoid using observation as the only 
evaluation tool for gap analysis. Instead, a concept known as behavioral technology should be 
further explored. According to EHS Today (2001), “behavioral technology is the system and 
process for applying the laws and principles that govern human behavior. The objective of 
applying these laws and principles is to achieve behavior change” (para 12).  
2. Investigate the barriers related to behavioral safety. 
Although previous research has validated that improvement of behavioral safety practices 
is a necessary component for decreasing workplace injuries and incidents, not all players support 
this. Efforts must be made by the interdisciplinary safety team to understand the cause of 
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potential resistance by management, union, and/or the existing organizational safety culture of 
the workforce. Furthermore, organizations must be cautious in their overall approach to 
implement changes in the safety culture. Related to a strong desire to implement change, barriers 
can be generated by delivering a message of demand, rather than one of empowerment. In 
ensuring that behavioral safety extends beyond an arena of gestures observed only in the 
workplace, individuals must have a clear understanding of associated benefits with participating 
in a behavioral safety program and be allowed to accomplish the change without mandate. 
Therefore, sustainable safe behaviors are produced along with an increased possibly to transfer 
the learned acts into the individual’s home and community.   
3. Expand research on the OEHN role in behavioral safety.  
As alluded by Roy (2013), “sometimes the concept of Good Health is Good Business 
seems lost” (p. 43). In applying change theories, such as Lewin’s Planned Change Theory, the 
OEHN fosters health promotion programs that improve behavioral safety practices within an 
organization. There are equally important roles that may be portrayed by the OEHN, including 
consultant, advocate, change agent, motivator/coach, educator, and leader. In fully exercising the 
responsibilities of each, further research specific to the OEHN role in the promotion of 
behavioral safety is needed.  
Research areas to be considered by the OEHN include predictive analytics of workplace 
hazards and best practice organizational programs for improving safety practices in the 
workplace. The data obtained can be used by the OEHN to plan and implement workplace 
behavioral safety programs. Additionally, all behavioral safety interventions, even those proven 
to be successful, will require periodic evaluation by the OEHN. It will also be necessary to 
reinforce the desired behavioral safety practices, or even a need to alter the originally 
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implemented methods of intervention and apply new strategies for encouraging change (Rice, 
2002, pp. 762-763). The focus must remain on achieving the ultimate goal of producing an 
organizational culture that operates a safety management system with the combined practice of 
process safety and behavioral safety. Future implications of these actions will provide a 
foundation for the development of evidence-based behavioral safety programs. 
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